The current study examined the influence of health insurance, psychological processes (i.e. psychological competency and vulnerability), and the interaction of these two constructs on older African Americans' utilization of five preventive care services (e.g. cholesterol screening and mammogram/prostate examination) using data from 211 older African Americans (median age = 60). In addition to direct effects, the influence of health insurance sometimes varied depending on respondents' psychological competency and/or vulnerability. Policies and interventions to increase older African Americans' use of preventive health services should consider structural (e.g. health insurance) and psychological (e.g. psychological competency and vulnerability) factors along with the interaction between these factors.
The behavioral model of health services use was developed to further the understanding of factors that determine families' use of health services (Andersen, 1968) . The principle tenets of the behavioral model of health services use include that both individuals' predisposing psychological characteristics and available structural resources, such as health insurance, influence the use of health-care services (Andersen, 1995) . Furthermore, both quantitative and qualitative studies have emphasized the influence of social-psychological and structural barriers to individuals' receipt of adequate health care and, more broadly, their overall health (Lavelle et al., 2012; Ratna and Rifkin, 2007) . However, little consideration has been given to how psychological and structural characteristics may interact to explain why certain individuals are more likely to access health care. Thus, in the present study, in addition to the direct additive influence of health insurance and predisposing psychological characteristics, we examine whether psychological characteristics combine with health insurance status to influence (i.e. encourage or hinder) the use of preventive care services in a sample of older African Americans.
This area of research is particularly relevant and important for African Americans for several reasons. They are disproportionally positioned in the lower levels of the socioeconomic status (SES) hierarchy, which increases their risk of encountering structural barriers to not having health insurance. Furthermore, preventive care may be highly beneficial for African Americans because national data show that African Americans experience high age-adjusted morbidity and mortality rates and high prevalence rates of many diseases (e.g. chronic health conditions such as hypertension and diabetes) and health risk behaviors (e.g. fat consumption) (House et al., 2005; Warner and Hayward, 2006) . However, African Americans, on average, utilize fewer preventive health services than other ethnicities (Bennett et al., 2009 ). Finally, research has noted that social-psychological and behavioral processes may differ across various racial or ethnic groups (Goodwin, 2003) . Because there are intragroup variations in African Americans' psychological characteristics, health insurance procurement, and preventive care use, we expect to examine the unique processes involving these constructs within this population.
The role of psychological characteristics
Based on existing research (Seligman and Csikszentmihalyi, 2000; Wickrama et al., 2012a) , we conceptualize that psychological competency, reflected by one's positive feelings about one's abilities, and psychological vulnerability, reflected by negative and depressed feelings, are two distinct constructs rather than opposite ends of the same construct. This conceptualization is supported by research that has shown that psychological competency and vulnerability have different health consequences and unique antecedents (Kobau et al., 2011; Noh et al., 2007; Wickrama et al., 2012a) . For example, Wickrama et al. (2012c) have shown that stressful economic circumstances directly contribute to individuals' negative depressed feelings and at the same time erode his or her positive feelings of self.
Psychological competency
Drawing from Andersen's (1995) behavioral model of health services use, psychological competency may directly promote the utilization of preventive health services. Individuals with positive feelings are more likely to recognize the importance of health-promoting behaviors and believe that they can personally take actions to maintain and/or improve their health (Ajzen, 2002; Thompson, 1981) . Furthermore, psychological competency is associated with one's empowerment and motivation, which is essential for building individuals' capacity to engage in health-promoting behaviors (Aoun et al., 2009; Berg et al., 2008; Ratna and Rifkin, 2007) . We contend that psychological competency is a broad construct of positive feelings with various dimensions. Accordingly, previous researchers have defined and used numerous closely related psychological constructs, such as sense of control (Mirowsky and Ross, 1991) , mastery (Pearlin et al., 1981) , hardiness (Kobosa, 1979) , self-efficacy (Bandura, 1992) , and sense of coherence (Antonovsky, 1979) , to capture different dimensions of one's psychological competency or positive feelings. These constructs have also been used as multiple indicators to define a latent construct that is similar to our construct of psychological competency (e.g. O'Neal et al., 2012; Whitbeck et al., 1997) .
Numerous studies assessing these more specific dimensions of psychological competency (e.g. self-efficacy and sense of control) have demonstrated their positive influence on a variety of health-promoting behaviors, such as diet, exercise, oral hygiene, and receiving preventive health care (Buglar et al., 2010; Menec and Chipperfield, 1997; Richert et al., 2010, Seeman and Seeman, 1983; Woodgate and Brawlay, 2008) . Thus, consistent with the behavioral model of health services use (Andersen, 1995) , we hypothesize that within our sample of African Americans, psychological competency will positively influence their use of preventive care.
Psychological vulnerability
Following Andersen's (1995) behavioral model of health services use, whereas psychological competency likely promotes health-enhancing behaviors, negative predisposing characteristics, such as an individual's depressed feelings (hereafter referred to as psychological vulnerability), may discourage participation in health-enhancing behaviors. This association is also supported by existing research noting that distressed feelings can make performing even basic tasks difficult and may leave an individual with little time or energy to perform health-enhancing behaviors, such as physical activity and scheduling/ attending preventive care appointments (Pratt and Brody, 2008) . For instance, distressed older African Americans report less exercise and a less healthy nutritional status compared to older African Americans with a lower level of depressive symptoms (Patil et al., 2008) . Similarly, a study of older women found that depressive symptoms reduced the likelihood of several preventive care behaviors including receiving an influenza vaccination, cholesterol screening, mammogram, and Pap smear test (Baker and Silverstein, 2008) . Thus, consistent with the behavioral model of health services use (Andersen, 1995) , we hypothesize that within our sample of African Americans, psychological vulnerability will negatively influence their use of preventive care.
Health insurance status and preventive health care
In addition to characteristics of the individual, Andersen's (1995) behavioral model of health services use posits that structural resources, including the availability of health insurance, also directly influence the likelihood that an individual will utilize health services. The benefits of health insurance have been examined and widely acknowledged in existing research. Studies have identified lack of health insurance as the primary barrier to preventive health care (Anderson et al., 2010; Currie et al., 2008; Kiyak and Reichmuth, 2005; Malmgren et al., 1996) . Consequently, insurance status has been shown to increase contact with a physician, doctor visits, and the likelihood of having a routine physical and dental checkup (Manski et al., 2004; Wolinsky and Johnson, 1991) . Thus, consistent with the behavioral model of health services use (Andersen, 1995) , we hypothesize that African Americans with health insurance will be more likely to utilize preventive health care than those without health insurance.
Interaction with psychological processes
In addition to the direct effects of psychological processes (i.e. psychological competency and vulnerability) and health insurance on utilizing preventive care, these constructs may interact with each other to explain additional variation in the use of preventive care services. For instance, individuals' evaluation of resources and costs have been shown to interact with their self-efficacy, a psychological process linked to psychological competency, to influence health behaviors such as acquiring knowledge of health issues and utilizing this information (Rimal, 2001) . However, to our knowledge, the interactive effect between health insurance and psychological processes in explaining preventive care use has not been examined within existing research. Individuals with low levels of psychological competency or high levels of psychological vulnerability may be more dependent on the availability of health insurance for preventive care uses. Therefore, we hypothesize that these psychological processes may interact with health insurance status to explain the extent of preventive care used by older African Americans.
Methods

Sample
Baseline data from participants of six churches participating in a National Institutes of Health (NIH)-funded project to reduce cardiovascular risk in midlife and older African Americans (Ralston, Ilich-Ernst, Wickrama, & Harris, 2008) in North Florida were used for the current study. Respondents were 211 older African American women and men (73% female and 26% male) with a median age of 60 years. Having a "high school diploma" (31.6%) and attended "some college" (30.6%) were the most common educational levels. On average, respondents were married (45.5%) with two children (29.8%). The percentage of missing responses per variable ranged from 0.5 to 4.3 percent with a mean missing percentage of 1.95. Full information maximum likelihood (FIML), which provides more efficient parameter estimates compared to other procedures for handling missing data, was used to estimate missing data (Enders, 2001) .
Measures
Outcome variables: Use of preventive health services-Respondents indicated how often they utilized six common preventive health services. Services included receiving a physical examination at a doctor's office, having blood pressure taken by the doctor, having a blood test for diabetes, having cholesterol taken by the doctor, and having a gender-specific cancer screening (i.e. mammogram or prostate examination). Response categories included "never" (1), "occasionally" (2), and "regularly" (3). Each health service was analyzed as a separate outcome variable in order to assess how the utilization of health services is differentially influenced by the variables of interest in the current study.
Health insurance status-A single dichotomous item assessed whether respondents currently had health insurance (1 = no; 2 = yes).
Psychological processes-Although the Perceived Stress Scale (PSS; Cohen et al., 1983) is generally used as a single measure of perceptions of stress, a confirmatory factor analysis (CFA) revealed two distinct factors within this scale of 12 items (Figure 1 ; adapted from Wickrama et al., 2012b) . These two factors reflect respondents' psychological competency and vulnerability to stress. The correlation between these two factors was not statistically significant (r = −.10, p = .22) showing good discriminant validity. This was also supported by the nonsignificant bivariate correlation between psychological competency and vulnerability in the current study (r = .13,p = ns), which confirms the discriminant validity of these constructs.
Psychological competency-Positive feelings and thoughts about life circumstances (i.e. psychological competency) in the last month were assessed using five items from the PSS . Item responses range from "never" (0) to "very often" (4). Sum scores were computed with higher scores indicating greater psychological competency. Questions included "How often have you felt that you were effectively coping with important changes that were occurring in your life?"; "How often have you felt confident about your ability to handle your personal problems?"; "How often have you felt things were going your way?"; "How often have you been able to control the irritations in your life?"; and "How often have you been able to control the way you spend your time?" The scale had adequate internal consistency (! = 0.80).
Psychological vulnerability-Depressed feelings (i.e. psychological vulnerability) in the last month were assessed using seven items from the PSS . Response categories ranged from "never" (0) to "very often" (4). Sum scores were computed with higher scores indicating greater psychological vulnerability. Questions included "How often have you been upset because of something that happened unexpectedly?"; "How often have you felt that you were unable to control the important things in your life?"; "How often have you felt nervous and stressed?"; "How often have you found that you could not cope with all the things that you had to do?"; "How often have you been angered because of things that happened outside of your control?"; "How often have you found yourself thinking about things that you have to accomplish?"; and "How often have you felt difficulties were piling up so high that you could not overcome them?" The scale had adequate internal consistency (! = 0.85).
Control variables-Age, gender, marital status, education, and health status were included as control variables in the current analyses. Age was assessed using 12 categories ranging from "18-21" to "over 91." Gender was coded as "female" (1) and "male" (2). Marital status was coded dichotomously as "married" (1) or "not married" (0). Respondents provided their education level using eight categories ranging from "some high school" (1) to a "law degree" (8). They rated their health status from "poor" (1) to "excellent" (5).
Analyses
Structural equation modeling (SEM) with Amos 17.0 (Arbuckle, 2006 ) was used to determine whether older African Americans' use of preventive health services varies according to their health insurance status. The interactive effect of psychological processes and health insurance status on the utilization of health services was examined using centered product terms to determine whether the association between health insurance status and the use of health services differed depending on older African Americans' psychological competency and vulnerability. Goodness-of-fit was assessed using the chi-square statistic, comparative fit index (CFI), and root mean square error of approximation (RMSEA).
Results
Descriptive statistics and bivariate zero-order correlations among all study variables are shown in Table 1 . Eleven percent of respondents reported that they did not currently have health insurance. This is slightly lower than the national average of 16.0 percent (Cohen et al., 2011) . The discrepancy may be due to the older age of our sample as many of the respondents may have qualified for public coverage (e.g. Medicare) available to older adults. On average, respondents reported feelings of psychological competency "fairly often" (M = 15.94, SD = 4.34) and psychological vulnerability occasionally (M = 12.69, SD = 5.48). Overall, respondents reported having each of the preventive health screenings fairly regularly. Most respondents reported that their health was fair to good (M = 3.57, SD = 0.77).
Overall, individuals who reported receiving regular health services for one screening also reported receiving other health screenings regularly. However, receiving mammograms and prostate examinations were not significantly associated with having blood pressure (r = .05), diabetes, (r = .13), or cholesterol (r = .09) screenings.
Two structural equation models examining health insurance status, psychological processes, and preventive health services use after controlling for education, age, marital status, sex, and perceived general health status were conducted in order to assess the moderating role of psychological processes (i.e. psychological competency and vulnerability) separately. Figure  2 displays statistically significant paths from the model examining the influence of health insurance and psychological competency on older African Americans' use of five preventive health services after taking the covariance among the outcome variables into account. Older African Americans' health insurance status was positively associated with four of the health services, including regularly receiving physical checkups (" = 0.33, p < .01), having a doctor measure blood pressure (" = 0.19, p < .01), receiving diabetes screenings (" = 0.24, p < .01), and receiving cholesterol screenings (" = 0.26, p < .01). Psychological competency promoted frequent physical checkups (" = 1.40, p < .01) and cholesterol screenings (" = 1.36, p < .01). Older African American males(" = 0.22, p < .01) and those with perceived poor health (" = −0.20, p < .01) were more likely than females and those who perceived themselves as healthy to have regular gender-specific cancer screenings.
The psychological competency and insurance status product term was statistically significant for two of the health services, physical checkups and cholesterol screenings (" = −1.36, p < .01 and " = −1.34, p < .01, respectively), and marginally significant for blood pressure screenings (" = −0.78, p = .06). This indicates that the influence of health insurance status on these preventive health services was stronger for those with low levels of psychological competency. Thus, the effectiveness of health insurance for increasing individuals' health-promoting behaviors is greater for those with lower psychological competency than individuals with higher psychological competency. Use of the preventive health services was significantly correlated with each other (r ranged from .28 to .65) with the exception of mammogram/prostate examination, which was not correlated with any of the four other health services. Overall, this model fit the data reasonably well (CFI = .97, RMSEA = .07, and # 2 /df(32) = 2.03). Figure 3 displays statistically significant paths from the model examining the influence of health insurance and psychological vulnerability on older African Americans' use of five preventive health services after taking the covariances among the outcome variables into account. Having health insurance was associated with regularly receiving physical checkups (" = 0.31, p < .01), having a doctor measure blood pressure (" = 0.17, p < .05), receiving diabetes screenings (" = 0.15, p < .05), and receiving mammograms or prostate examinations (" = 0.19, p < .01). Psychological vulnerability inhibited frequent diabetes and cholesterol screenings (" = −1.54, p < .01 and " = −1.09, p < .01, respectively). Older African American males (" = 0.20, p < .01) and married individuals (" = 0.13, p < .05) were more likely than females and healthy individuals to have regular gender-specific cancer screenings. Yet married individuals were less likely to have a doctor test their blood pressure frequently (" = −0.12, p < .01).
The psychological vulnerability and insurance status product term was statistically significant for three of the health services: diabetes screenings (" = 1.40, p < .01), and cholesterol screenings (" = 0.98, p < .01), and gender-specific cancer screenings (" = 0.69, p < .05), which indicates that the influence of health insurance status on older African Americans' use of these preventive health services was greater for individuals with a high level of psychological vulnerability than those with a low level of psychological vulnerability. Use of the preventive health services was significantly correlated with the other health services (r range from .27 to .66) with the exception of mammogram/prostate examination, which was not correlated with any of the four other health services. Overall, this model fit the data reasonably well (CFI = .97, RMSEA = .07, and # 2 /df (26) = 2.27).
Discussion
Overall, these findings indicate that two psychological processes (competency and vulnerability) and health insurance are directly associated with older African Americans' use of several preventive health screenings. The results indicate that, for those with low psychological competency and high psychological vulnerability, having health insurance increased the likelihood of receiving regular preventive care.
These results were consistent with the behavioral model of health services use (Andersen, 1995) and past findings (Baker and Silverstein, 2008; Manski et al., 2004; Menec and Chipperfield, 1997; Seeman and Seeman, 1983; Wolinsky and Johnson, 1991) . Older African Americans have likely encountered cumulative stressful life experiences, such as day-to-day discrimination and economic hardship (Shuey and Wilson, 2008; Taylor and Turner, 2002) , that are reflected in their feelings and thoughts about life circumstances/ events (i.e. psychological competency and vulnerability) in their older years. Thus, the current findings of direct additive effects involving these psychological processes may be another example of the harmful influence of chronic stress on health-promoting behaviors of older African Americans (Wickrama et al., 2012b) .
However, these results show that older African Americans with high levels of psychological competency and low levels of psychological vulnerability generally report a high level of preventive care utilization regardless of their health insurance status. Thus, health insurance is important for the utilization of preventive care for distressed older African Americans, although health insurance has little impact on the use of preventive care for older African Americans not experiencing psychological distress. It should be noted that utilization of preventive care screenings was extremely high for those with high levels of psychological competency and low levels of psychological vulnerability regardless of their health insurance status. Thus, this ceiling effect made it impossible for scores to increase further. Using a more sensitive measure of preventive care, researchers may also detect variation in behavior for those with health insurance across levels of psychological competency and vulnerability.
Of the five demographic characteristics (age, gender, marital status, education, and perceived health status) we took included in our analyses only a few demographics were associated with preventive care use. Interestingly, all the significant paths involving demographic characteristics pertained to receiving gender-specific cancer screenings. Furthermore, this was the one preventive care behavior not influenced by health insurance or psychological processes, which suggests that the preventive care behaviors we examined are distinctive, particularly gender-specific cancer screenings, with unique predictors of each.
Several limitations must be taken into consideration regarding the current study and its findings. First, our reliance on a dichotomous yes/no response indicating participants' health insurance status is, perhaps, the most confining limitation. Based on this information, we are unable to determine whether the utilization of preventive care varies across insurance type or quality. Second, studies replicating these findings with more generalizable samples would be informative for determining whether these processes occur similarly for other ethnicities and age groups. Furthermore, our sample included African American churchgoers participating in a larger intervention project. Thus, it is unclear how findings from this sample generalize to other religious groupings or nonreligious groupings. Third, the cross-sectional nature of this analysis limits our ability to account for the duration of participants' health insurance.
Policies and programs addressing the health behaviors of older African Americans are particularly important due to the high age-adjusted morbidity and mortality rates of African Americans (National Center for Health Statistics, 2006) , and currently, the provision of health insurance is a major goal of policies addressing health care and health outcomes. Policies and interventions aiming to improve older African Americans' health outcomes by increasing their use of preventive health services should consider structural (e.g. health insurance status) and psychological (e.g. psychological competency and vulnerability) factors as well as the interaction between these factors, simultaneously. (2) Age, gender, marital status, education, and health status were included as control variables predicting all preventive care services. The only significant paths were found for gender and health status, indicating that older African American males (" = 0.22, p < .01) and those in poor health (" = −0.20, p < .01) were more likely than females and healthy individuals to have regular gender-specific cancer screenings.
(3) Statistically significant interaction paths between psychological competency and health insurance status are shown as broken lines. † p = .06; *p < .05; **p < .01. Notes: (1) For ease of reader interpretation, only statistically significant paths are shown and standardized coefficients are reported.
(2) Age, gender, marital status, education, and health status were included as control variables predicting all preventive care services. The only significant paths were found for gender and health status, indicating that older African American males (" = 0.20, p < .01) and married individuals (" = 0.13, p < .05) were more likely than females and healthy individuals to have regular gender-specific cancer screenings. Yet, married individuals were less likely to have a doctor test their blood pressure frequently (" = −0.12, p < .01).
(3) Statistically significant interaction paths between psychological competency and health insurance status are shown as broken lines. *p < .05; **p < .01. Zero-order correlations among all study variables. 
